




















STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 45819, Olympia, WA 98504

Statement of Deficiencies License #: 2036 Completion Date
Plan of Correction Bonaventure of Lacey January 22, 2020
Page 1 of 7 Licensee: Bonaventure of Lacey LLC

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your assisted living facility license.

This document references the following complaint numbers: 3674868 , 3675391
3676093 , 3679566 ,3679754 ,3679793 , 3680022 , 3680728 ,3681128 , 3683453
The department has completed data collection for the unannounced on-site complaint
investigation on 11/19/2019, 12/4/2019, 12/11/2019, 12/26/2019 and 1/2/2020 of:

Bonaventure of Lacey

4528 Intelco Loop SE

Lacey, WA 98503

The following sample was selected for review during the unannounced on-site complaint
investigation : 7 of 98 current residents and 4 former residents.

The department staff that inspected and investigated the assisted living facility:
Angela Jones, BSN/RN, Complaint Investigator

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 3, Unit D
PO Box 45819
Olympia, WA 98504
(360)664-8421

As a result of the on-site complaint investigation the department found that you are not in
compliance with the licensing laws and regulations as stated in the cited deficiencies in the
enclosed report.

Residential Care Services Date

I understand that to maintain an assisted living facility license I must be in compliance with all
the licensing laws and regulations at all times.

Administrator (or Representative) Date

This document was prepared by Residential Care Services for the Locator website.
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WAC 388-78A-2700 Safety measures and disaster preparedness.

(2) The assisted living facility must:

(c) Investigate and document investigative actions and findings for any alleged or suspected
neglect or abuse or exploitation, accident or incident jeopardizing or affecting a resident's health
or life. The assisted living facility must:

(1) Determine the circumstances of the event;

This requirement was not met as evidenced by:

Based on interview and record review the facility failed to implement a system to determine the
circumstances and thoroughly investigate a fall for one of four residents (Resident #1) reviewed
for falls. The facility failed to thoroughly investigate and determine the circumstances around a
fall, which prevented them from identifying that a second fall had occurred and that the resident
sustained a fracture.

Findings included...

Facility policy titled, "Occurrence Reporting," dated 02/2014 showed Executive Directors are
required to review and direct the related investigation for determining why the incident occurred.

Review of Resident Service Plan dated 10/21/19 showed Resident #1 (R1) was admitted
/17 with diagnoses that included- and_ R1 was noted to ambulate steadily
and independently. R1 was not a fall risk and was independent with his bathing needs.

Review of the Occurrence Report completed by Staff H, Medication Aide, dated 11/17/19 at
10:15 AM, showed R1 was found on the floor of his apartment. R1 sustained a cut to his elbow
and complained of right hip pain. R1 was assisted up and a dressing was applied to the elbow
cut. The occurrence report showed R1 "seemed fine" when Staff H left. On the back of the
document was the occurrence investigation worksheet. This portion of the document was
completed by Staff D, Assisted Living Director. The document contained pre-printed questions
under the title 'Management Investigation and Review' and investigative guidelines for different
types of occurrences. Staff D had documented simple yes/no and short half sentences to the
questions. Staff D answered "yes" that the occurrence report provided a detailed description of
what happened and reflected the series of events. Staff D answered "No" that there was
additional details or information that was pertinent to the event. Staff D showed she ruled out
abuse or neglect because, "Resident alone in room stated he fell."

Progress note dated 11/17/19 at 2:20 PM, showed R1 had a fall earlier in the morning. R1
sustained a skin tear on his right elbow and had a swollen right hip. Later during the day Family
visited and he was unable to get up and walk. Staff G, Medication Aide, called 911, on the
family's request, because R1 was unable to get up or walk.

During an interview on 01/02/20 at 2:21 PM, Collateral Contact #2 stated she would get R1 for
lunch every day between 11 and 11:30 AM because they were lunch buddies. CC2 stated that on
11/17/19, at lunch time she could hear screaming so she went into R1's room. CC2 found R1
laying on the bathroom floor between the toilet and shower with his feet still in the bathtub. R1
was completely nude and yelling in pain. CC2 stated she went and grabbed an office chair,
assisted him onto the chair and pushed him to his bed. R1 was screaming less once she got him
into bed. CC2 stated R1 had three to four bandages on his arm and body. CC2 stated she covered
This document was prepared by Residential Care Services for the Locator website.
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R1 up then CC1 came in. CC2 stated CC1 told her (CC2) the medics were called and so she
(CC2) left. CC2 did not see any staff when she was in the room.

During an interview on 01/02/20 at 1:56 PM, Collateral Contact #1 (CC1) stated she did not
understand why R1 was left on the floor until she arrived. Staff H, called her around 11:15 AM
and stated R1 had fallen. When she arrived, Collateral Contact #2 (CC2) was assisting R1 off the
floor into bed. CCl1 stated she helped CC2 finish getting R1 into the bed. CC1 stated R1 was in a
lot of pain and had a big lump on his hip with a bruise. CC1 got an ice pack and gave R1
Tylenol. CC1 told the facility staff to call 911. CC1 was upset facility staff had left R1 on the
floor. CC1 was the one who had to tell staff to call for emergency assistance. CC1 stated the
male staff who called about the fall had told her R1 may have fallen "once maybe twice". CC1
stated R1 had fallen in the bathroom and CC2 brought in an office chair to try to get R1 up.

According to 911 records, a phone call was made at 1:35 PM to 911 regarding resident R1.
Medics arrived at 1:42 PM.

On 01/02/20 at 2:51 PM, Staff C, Registered Nurse, could not recall the incident, but read off
personal notes that R1 fell and sustained a sacrum and pelvic fracture. Staff C reviewed the
occurrence report and was unable to state how R1 sustained his fractures based on the
information in the report and investigation. Staft C agreed there was a delay from when the fall
occurred and when 911 was called. Staff C stated she did not have further information because
Staff D completed the investigations.

On 01/03/20 at 9:44 AM Staff D described the process for completing an occurrence report and
investigation. Care staff or Medication Technicians fill out the front and then she reviews it.
Staff D stated if she needed more information, she would ask the Medication Technician. Staff D
stated her investigations followed the pre-printed outline on the occurrence investigation
worksheet. Staff D stated she would speak with Staff C for nursing input and Staff C would
determine if she would look into the incident further. Staff D stated she would create the
interventions. Staff D stated there was no other place where an investigation was documented.

This is a recurring citation from 05/19/17, 03/02/18, and 05/17/18.

This document was prepared by Residential Care Services for the Locator website.
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Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Bonaventure of Lacey 1s or
will be in compliance with this law and / or regulation on (Date)
In addition, I will implement a system to monitor and ensure continued compliance
with this requirement.

I understand that to maintain an assisted living facility license, the facility must be in
compliance with the licensing laws and regulations at all times.

Administrator (or Representative) Date

WAC 388-78A-2640 Reporting significant change in a resident's condition.
(1) The assisted living facility must consult with the resident's representative, the resident's

physician, and other individual(s) designated by the resident as soon as possible whenever:
(a) There i1s a significant change in the resident's condition;

This requirement was not met as evidenced by:

Based on interview and record review the facility failed to consult with the resident's
representative when there was a significant change in the resident's condition for one of four
residents (Resident #3) reviewed for falls with a fracture. This failure allowed Resident #3 to be
started on an antipsychotic drug without the resident's representative's knowledge, placing the
resident at risk due to the decision maker not having the most current information regarding
resident care.

Findings included...

Resident Service Plan dated 09/13/19 showed Resident #3 (R3) admitted on /18 with
diagnoses that imcluded but was not limited to and R3 had a Power of
Attorney (POA) who was Collateral Contact #3 (CC3). R3 did not require staff support for
cognitive needs and although forgetful at times, managed her daily routine. The plan for R3's
health maintenance was that medical decisions were managed by R3 and her family, who would
inform staff of any changes. The Service Plan showed R3's family was a big support for
providing assistance and performing miscellaneous tasks.

Progress noted dated 10/11/19 showed R3 was "frequently very anxious, at times agitated and
confused." The doctor was faxed by the facility staff requesting a urine test and a request for an
anti-anxiety medication. The note did not state the POA was contacted.

Review of a fax to the doctor dated 10/11/19 showed R3 had been "increasingly anxious, at
times agitated and confused. She called down to our receptionist, yesterday, about 50 times

(underlined) in 10 hours." Staff C, Registered Nurse, requested an anxiolytic (medication to treat
This document was prepared by Residential Care Services for the Locator website.
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anxiety). The doctor responded with an order for Seroquel, an antipsychotic medication.

Review of quarterly assessment dated -/ 19 (seven days after R3 left the facility) showed R3
had mild to moderate short term memory loss and had times of mild confusion. R3 did not have
any behaviors requiring interventions, but started on a psychoactive medication with good effect.

On 12/26/19 at 12:12 PM, CC3 stated she was, "Blindsided" when she found out by reviewing
R3's electronic medical record that the facility requested a medication. CC3 stated she had the
POA for healthcare. CC3 stated when she confronted facility staff, they told her they were only
required to get approval if she lived in a Skilled Nursing Facility and it was ok because the
provider ordered it. CC3 stated it would have been better if the facility talked or collaborated
with her. CC3 stated she was shocked the facility requested the medication without telling her
that R3 needed this type of medication. She was unaware that R3 was at the point where this
medication was needed. CC3 stated she spoke with R3 who confirmed she was taking a "chill
pill" that helped her sleep.

On 01/02/20 at 12:39 PM, Staff C stated the normal process for assessing a change in behavior
was to assess the resident, check for causes, check to see if there is an as needed medication
ordered, and if not, then call the doctor. When asked if she would notify the family, Staff C
stated she would. Staff C stated the family should be contacted prior to and after contact with the
doctor. Staff C agreed that it was wrong that CC3 was not contacted prior to obtaining the
prescription.

This is a deficiency was previously cited on 03/02/18.

Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Bonaventure of Lacey is or
will be in compliance with this law and / or regulation on (Date)
In addition, I will implement a system to monitor and ensure continued compliance
with this requirement.

I understand that to maintain an assisted living facility license, the facility must be in
compliance with the licensing laws and regulations at all times.

Administrator (or Representative) Date

WAC 388-78A-2660 Resident rights. The assisted living facility must:
(1) Comply with chapter 70.129 RCW, Long-term care resident rights;

RCW 70.129-030 Notice of rights and services -- Admission of individuals.

(6) Notification of changes.
This document was prepared by Residential Care Services for the Locator website.
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(b) The facility must promptly notify the resident or the resident's representative shall make
reasonable efforts to notify an interested family member, if known, when there is:
(1) A change in room or roommate assignment; or

This requirement was not met as evidenced by:

Based on interview and record review the facility failed to have a resident sign an admission
agreement and agree to a room change, while out of the facility, for one of four residents
(Resident #2) reviewed for charges occurred at discharge. This failure resulted in charges for
damages to an apartment not approved of by the resident.

Findings included...

RCW 70.129.010 defines a "Resident" as the individual receiving services in a long-term care
facility, that resident's attorney-in-fact, guardian, or other legal representative acting within the
scope of their authority. A resident "Representative" means a person appointed under RCW
7.70.065 which references who the decision maker is for a resident deemed incompetent.

On 12/26/19 at 1:06 PM, former Resident #2 (R2) stated she moved out of the facility in- of
2019 and received two bills for damages to the carpet of her former room on the second floor.
R2 stated the carpet was not new but was quite old, the original carpet. R2 stated maintenance
had appealed to the Executive Director to have it replaced, but it did not happen. Maintenance
shampooed the carpet frequently, but black spots occurred over time. R2 stated that when she
moved out of the facility she received a bill for $2675 to replace the carpet. R2 stated she started
out on the third floor but due to health issues, she was moved to the second floor. People moved
her belongings while she was in the hospital and a walkthrough was completed. R2 stated
facility staff tried to say it was her signature but R2 stated it was not her handwriting. R2 stated
she did not do the move in walkthrough because she was in the hospital having major surgery.
When R2 discharged from the hospital, she returned to the facility and went into the new second
floor apartment. R2 stated she was "blown away" by the wear and tear describing dings and
scrapes on the walls and floors. R2 stated the apartment had not been thoroughly cleaned before
she arrived. R2 stated she completed the discharge walkthrough with the assistant Executive
Director, Staff B, Marketing Manager, who showed her the walkthrough paperwork. R2 stated
she only did the one walkthrough and did the handwriting was fancy. R2 did not know who
signed the document for her.

During an interview with CC8 on 01/16/2020, he stated that the carpet in apartment- was the
original carpet from when the facility was built. He stated he knew that because he "turned" a lot
of apartments there. Maintenance cleaned the carpet quite a bit. The resident noticed its
condition once she began feeling better and maintenance staff were there quite often. The stains
just would not come out. The carpet had never been changed and it was obvious. It was normal
wear and tear, but the carpet was old.

Review of Apartment Inspection Report (walkthrough document) showed an unknown signature
as the resident or resident representative. The document showed two handwritten statements:
denied she signed the document on 09/01/14 and that R2 said the way the carpet looked was the
way it looked when she moved in. R2 signed the document on 06/30/19 and the signature clearly
did not match the unknown signature.

This document was prepared by Residential Care Services for the Locator website.
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Review of Admission Agreement, Admission Agreement Addendum, Medicaid Payment Policy,
and ACH Opt Out Forms all dated 09/01/14, showed the same unknown signature, signing as the
resident. R2 did not sign the documents.

Review of R2's financial file showed a Superior Court of Thurston County document, dated
02/02/18, that issued an Order for Protection- Vulnerable Adult for R2 against Collateral
Contact #7 (CC7). CC7's signature on the document matched that of the signatures on R2's
above mentioned documents.

Review of Resident Data Sheet dated 09/06/14 showed CC7 listed as a friend.

On 01/02/20 at 2:54 PM, R2 stated that CC7 had exploited her finances taking about $200,000
and that CC7 went to jail for fraud/abuse of an elder. R2 stated when she returned to the facility,
housekeeping and caregivers had moved her belongings into the second floor apartment. R2
stated she was not aware CC7 did the move in walkthrough. R2 stated she was very ill in the
hospital, comatose, so she could not have given permission to CC7 to sign anything. R2 stated
CC7 had no right to sign her documents.

On 01/02/20 at 4:30 PM, Staff B stated she saw Power of Attorney forms in R2's financial file
and reviewed the packet of documents the facility provided as the full financial file. Staff B
flipped to the Order for Protection- Vulnerable Adult documents indicating they were Power of
Attorney documents. Staff B was unable to locate the Power of Attorney documents. Staff A,
Executive Director, stated the facility had a Power of Attorney form for R2 and would fax it to
the Department by close of business Friday 01/03/20. As of 01/07/20, no Power of Attorney
paperwork were received.

Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Bonaventure of Lacey is or
will be in compliance with this law and / or regulation on (Date)
In addition, I will implement a system to monitor and ensure continued compliance
with this requirement.

I understand that to maintain an assisted living facility license, the facility must be in
compliance with the licensing laws and regulations at all times.

Administrator (or Representative) Date

This document was prepared by Residential Care Services for the Locator website.





